The removal of tonsils while a peritonsillar abscess is present is not approved by physicians generally and is practiced by few. Cates in his article in the Laryngoscope of October, 1918, says: "And H. A. Barnes recommends tonsillectomy for the cure of quinsy during the attack. However, such radical forms of treatment have not received much favor as yet, not being in accord with generally accepted surgical principles." Cates does not say with which generally accepted surgical principle this procedure was not in accord, a.nd evidently he has never tried the method himself. The objecti'ons against the procedure may concern either the clinical or the pathologic phase. Clinically, or rather clinico-historically, we may say that formerly when only parts of the tonsils were removed, the procedure may have led to sepsis, because it often did not drain all pockets of the abscess. Now with thẽ ystematic and total extirpation of the tonsil, we see the opposite. Patients who arrive in a septic condition on account of peritonsillar abscess with high fever, dry tongue, etc., make a completely different impression a few hours after the tonsils have been removed, and the writer in a comparatively large number of operations has never seen a case of sepsis follo\ving or continuing beyond the removal of the tonsils.
On the other hand, the advantages of the procedure overbalance by far all possible real or imaginary objections. \Ve mention only a few:
1. \Ve know that peritonsillar abscesses often recur. Therefore. sooner or later the tonsils have to be removed if the re-curr~nces are to be prevented. Why make two operations for what cali be done in one?
2. The period of recovery after the removal of tonsils in the presence of a peritonsillar abscess is 110t longer than after the removal of tonsils without abscess. 3. In peritonsillar abscesses often new abscesses are formed next to the old ones. In one patient we had to open a second, a third and a fourth abscess after the first one was drained. The duration of healing was six weeks. Now the matter is much simpler.' After the tonsil is out, all these pockets are drained and heal, as said before, in the same time as the wound after a simple tonsillectomy.
. 4. Patients who were in a decidedly septic condition are relieved of their sepsis soon after the tonsils are removed. The pains in different parts of the body subside, and it happened repeatedly that considerable quantities of albumin which were found in the urine before the operation' disappeared completely within the next few days after the removal.
Pathology: The lymphatic tissue of the tonsil is arranged in a network of connective tissue which forms its support. This connective tissue on the outside becomes the capsule of the tonsil and is in connection with the connective tissue of the surrounding organs, mllscles and facias. It contains the blood vessels, lymph vessels and nerves. Inflammations and especially the formation' of abscesses follow the connective tissue and leave the parenchyma comparatively free. In a few cases the abscess following and spreading in the capsule practically dissected the tonsil. As soon as the upper pole of the tonsil was loosened from the palate and the pus removed, the tonsil was found to be quite loose in its niche, so that it had only to be freed from the pillars. These were the true peritonsillar abscesses. Several times a second and a third gush of pus appeared during the dissection and showed that multilocular abscesses ar~not so very rare. They sometimes extend high up into the palate; sometimes they spread between the muscles of the surroundings of the tonsUs. This explains the stiffness and the painful mobility of the head and neck which we usually notice in patients with peritonsillar abscesses. This also explains why the walls of the abscess are not always smooth but often irregular; Several times we found that the abscess was not peritonsillar but an intratonsillar abscess spreading in the connective tissue of the tonsil itself. The tonsil in one of those cases was cut or divided into several different parts. At least, this is the only way findings like the following could be explained. In dissecting the upper pole no abscess was found in the swollen and bulging soft palate. The upper pole reached far up into the soft palate, and the pus was met only in the middle or even below the middle of the tonsil. A compact or coherent mass of tonsillar tissue could not be found below the middle of the tonsil. The walls of the abscess cavity were irregular. As much of the scattered tissue as could be found was removed together with the upper pole of the tonsil. From the scattered remnants a large part of the tonsil formed again during the period of recovery. This was the only not quite satisfactory result that we have to report. It must,however, be added that the patient was unreasonable in that he smoked incessantly, even during the first days after operation.
The operation of removing the tonsils in the presence of a peritonsillar abscess has several unusual features which we will try to point out under different headings.
1. The anesthesia is general ether narcosis. In one case local cocain adrenalin anesthesia was tried, at. the urgent request of the patient, but in theirlflamed tissue it was very unsatisfactory to both patient and operator. The experiment will not be repeated. The ether narcosis, however, requires considerable care and experience, since often the.swolJen side of the pharynx and soft palate fills a large part of the pharyrix and makes breathing difficult. Consequently there is often more than the usual amount of resistance till the patient is asleep. The suffocation sometimes reached very high degrees, but we never had to resort to tracheotomy or intubation. During the state of excitement the abscess broke in one case. It is a good plan to draw the attention of the anesthetist to such a possibility, that the pus may be removed before it is aspirated or swallowed.
2. At the operation the parts are often found very much distorted and the line of cleavage of the pillars is not always seen at first sight. As soon as the knife follows it, a gush of pus pours into the pharynx and is aspirated by means of the suction apparatus. Quick action is necessary, and it is evident that well trained assistants for the narcosis as well as for the operation are desirable. As soan as the pus is removed there is much more room in the pharynx. In remov-ing the tonsil care has to be taken that no cast off lobe of the tonsil is overlooked. All the tissues are very brittle.
3. The hemorrhage is often greater than in a simple tonsillectomy. It is diffuse, but also the spurters have more caliber than under ordinary circumstances. The bleeding usually stops on compression with dry gauze or with gauze soaked in peroxide. The removal of the second tonsil is usually much easier and simpler. The after-treatment is not different from that after an ordinary tonsillectomy. A gargle of two tablespoonsful of peroxid in one glass of water will do as well as any~hing.
Barnes in 1915 recommended removal of tonsils during an attack of quinsy only in favorable conditions-i. e., in small abscesses. \!ife have operated for more than seven years and have not made any distinction in small or large abscesses. We have used ether narcosis. 'vVe, too, hesitated in the beginning, but have never seen any bad results.
The following report may be of interest: A strong young man of 19 had had several attacks of tonsillitis before. July 12, 1920, started with sore throat. July 18, was examined. The mouth could not be closed because the tongue, especially in the base, was swollen and painful. Outside under the chin, the floor of the mouth and the sides of the ja\vs were bulging and very painful to touch. The glands, too, were swollen. In depressing the tongue a peritonsillar abscess was recognized. July 19th, both tonsils were removed; in the left one an abscess was met with. The sweIl-i~g of the tongue improved within the next five days.
